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F 0677 Provide care and assistance to perform activities of daily living for any resident who is unable.

Level of Harm - Minimal harm 35119
or potential for actual harm
Based on observation, interview, and record review, the facility failed to ensure residents who are dependent
Residents Affected - Few on staff for activities of daily living received oral care for 2 of 6 residents (R1, R2) reviewed for oral care in
the sample of 6.

The findings include:

1. R1's Physician Orders for April 2025 shows and order dated 7/16/24, Oral care as needed and oral care
every 8 hours.

R1's Care Plan, dated 8/26/24, shows, (R1( has oral/dental health problems (cavities) related to poor oral
hygiene and to provide mouth care as per Activities of Daily Living (ADL) personal hygiene.

R1's Nurse Practitioner Progress Note, dated 4/7/25, shows, (R1's) cognitive function continues to improve,
answers simple questions appropriately.

On 4/8/25 at 10:37 AM, V4, Certified Nursing Assistant (CNA), had just performed incontinence care, and
was washing R1's face. V4 gathered dirty linen and garbage and told R1, see you later. R1 was laying in bed
on her back, with a clean gown and bedding. R1 had white/yellow debris in between her bottom teeth, and a
film over her top and bottom teeth. R1 was able to respond to questions and when asked if her teeth had
been brushed this morning she whispered, no.

On 4/8/25 at 10:13 AM, V6 (R1's sister) stated, They are not brushing R1's teeth, and there is plaque on her
teeth. A couple weeks ago, our dad visited and noticed her teeth were full of plaque and there was stuff in
between her teeth. This past Sunday, | visited, and her teeth had a large amount of white/yellow stuff in
between and she had very bad breath. | would expect that she, like a normal person, would have her teeth
brushed twice a day.

On 4/8/25 at 12:10 PM, V5, CNA, said oral care is done every day, including brushing the residents teeth. V5
said if the resident is not able to spit out toothpaste, she uses the mouth sponge with mouthwash on it to get
the gunk out.

On 4/8/25 at 12:14 PM, R1 was in bed and smiling. R1 still had visible white/yellow debris in her teeth. When
asked if someone brushed her teeth this morning she whispered, no.
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F 0677 2. R2's Physician Orders shows an order, dated 6/19/24, oral care as needed and oral care every 8 hours.
Level of Harm - Minimal harm or R2's Care Plan, dated 1/20/20, shows R2 has an a ADL self care performance deficit related to limited
potential for actual harm mobility, musculoskeletal impairment secondary to diagnosis of person injured in a vehicle accident, personal

history of traumatic brain injury, persistent vegetative state, function quadriplegia.
Residents Affected - Few

R2's Dental Consult on 2/18/25 shows R2's exam, General Oral Hygiene: Poor.

On 4/8/25 at 10:35 AM, R2 was in bed. R2 was unable to speak, but smiled when talked to. R2 had yellowish
debris in between his teeth that was visible when he smiled.

On 4/8/25 at 12:25 PM, V3, Director of Nursing, said, Morning care should include brushing the residents
teeth or using the sponge to clean out the debris in the residents mouth.

The facility's Oral Hygiene Policy, dated 1/1/2014, shows, the purpose is to provide oral care for the teeth,
gums, and mouth, to remove offensive odors and food debris and to promote resident comfort.
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